A 57-year-old man presented in 1973 with gastrointestinal symptoms. He was diagnosed as having coeliac disease on jejunal biopsy and response to a gluten-free diet.
In 1974 he complained of dyspnoea on moderate exertion. He had no history of exposure to known organic allergens or industrial dusts. On examination he had clubbed fingers, chest expansion of less than 2-5 cm, and scattered rhonchi throughout both lung fields. Pulmonary function studies showed a decreased vital capacity and airways obstruction and the carbon monoxide transfer factor was reduced (see table) . His chest x-ray showed small lungs with streaking and honeycombing in both mid and lower zones, more marked on the left side.
His ESR was 35 mm in 1 h. Tests for the following autoantibodies were negative: RA factor, antinuclear factor, LE cells, thyroid (colloid and cytoplasmic), parietal cell, mitochondrial, and smooth muscle. Mycopolysporafaeni and Aspergillus fumigatus precipitins were also absent. Immunoglobulin levels were in the normal range. Tests for avian antibodies were positive.
In 1969 he had a clear chest x-ray. Progressive bilateral basilar changes were noted in serial chest x-rays taken annually since then. In view of these findings a provisional diagnosis of progressive cryptogenic fibrosing alveolitis was made.
During thoracotomy for the purpose of making a histological diagnosis a much thickened pleura was found. New enterotoxinogenic bacteria isolated SIR,-In a study on American children with diarrhoea Gorbachl reported a high incidence of enterotoxin-producing Escherichia coli. In a recent study from Boston2 rotavirus was frequently found in conjunction with diarrhoea, but no enterotoxinogenic E coli. In Sweden last summer enterotoxinogenic E coli were isolated from both adults and children among a total of 640 patients. The majority of the patients with enterotoxinogenic E coli (24/28) had been abroad less than two weeks before the sampling and could thus be classified as having traveller's diarrhoea, including three cases of diarrhoea in adopted children from which toxinogenic E coli were isolated.
In a recent study from the Ethio-Swedish paediatric clinic in Addis Ababa 131 (37%') of 354 infants and children with acute gastrointestinal symptoms harboured enterotoxinogenic bacteria as analysed with the rabbit ileal loop test, rabbit skin test, and adrenal cell test. Species identification showed that only 38% of the isolated strains were actually E coli, the others belonging to Klebsiella (15%), Enterobacter (12%), C,itrobacter (11%), Aeromonas (11%), Proteus (7%), Serratia (2%), and Pseudomonas (1 %) species. In 18 patients, where two isolates from the same stool sample were toxinogenic, they belonged to different species. It is thus concluded that for future epidemiological studies on the incidence of enterotoxinogenic bacteria in acute diarrhoeal disease both in children and adults testing for toxin should be performed before the isolated strains are classified to the species level. It should also be added that only one of the toxinogenic isolates belonged to a classic enteropathogenic serotype of E coli. As far as we know this is the first report on enterotoxinproducing bacteria in an African community and in northern Europe and it needs to be followed up. It is particularly interesting to compare the many enterotoxin-positive species found in Ethiopia with the data from our Swedish study, in which only two out of 28 strains which were found to produce enterotoxin were not E coli. Thus the relative incidence of different species in toxin-induced diarrhoeal disease has to be further studied in different geographical areas and in different age groups. The importance of invasive E coli and of new viruses such as rotavirus has also to be taken into account in such studies. 
